by: Joy Bassett
To present this, the first Muriel Driver Lecture, is both a great privilege and a grave responsibility, for it is the purpose of this lectureship not only to honour an outstanding therapist, who through her innovative endeavour, characterised by a vivacious enthusiasm which infected all she met, made a long and significant contribution to occupational therapy, but, also to stimulate interest in developing improved methods and techniques in the practice of occupational therapy; to awaken interest in research, education and public relations; recruitment and administration of the profession; to give an opportunity to all members to benefit from new developments in their profession; to give occupational therapists the opportunity to express and publish the results of their studies, and to share their experiences with others.
As the theme for this Conference is "A Place to Stand, A Place to Grow" it seemed appropriate to use this lecture time to take a look at where we, as a profession, stand within the Health Care System and to stimulate interests in improved methods and techniques in the practice of Occupational Therapy, as a basis for growth. Would you be interested to know how the dictionary describes techniques? "Skill acquired by mastery of the subject". I rather like that! I would also like to use this time to rekindle our flagging and battered enthusiasm for the profession. Hippocrates said, "That which is used develops: that which is not used wastes away". The intent is to study the Health Care Field, what it has to offer, where we fit into it and how we might influence change. In order to clarify what we mean by the Health Care Field, I would like to quote from "A New Perspective on the Health of Canadians" by Marc Lalonde, our Minister of National Health and Welfare. This is a working document published in April, 1974, in which he says, "In most minds the health field and the personal medical care system are synonymous. This has been due, in large part, to the powerful image projected by medicine of its role in the control of infective parasite diseases, the advances in surgery, and the lowered infant mortality rate and the development of new drugs. This image is reinforced by drug advertising, by television series with the physician as hero, and by the faith bordering on awe by which many Canadians relate to their physicians. The consequence of the traditional view is that most direct expenditures on health care are physician centred, including medical care, hospital care, laboratory care tests and prescription drugs. When one adds dental care and the services of other professionals such as optome- AUTUMN/AUTOMNE 1975 trists and chiropractors, one finds that close to seven billion dollars a year is spent on a personal health system which is mainly oriented to treating existing illnesses". He continues, "Good health is the bedrock on which social progress is built. A nation of healthy people can do things that make life worthwhile, and as the level of health increases so does the potential for happiness.
The governments of the Provinces and of Canada have long recognized that good physical and mental health are necessary for the quality of life to which everyone aspires. Accordingly, they have developed a health care system, which, though short of perfection, is the equal of any in the world. Included in the system has been a programme of prepaid health se rv ices which substantially removes financial barriers to medical and hospital care. Coupled with health insurance have been programmes for building hospitals and for training more physicians and other health professionals. The health care system, however, is only one of many ways of maintaining and improving health. Of equal or greater importance in increasing the number of illness-free days in the lives of Canadians have been the raising of the general standards of living, important sanitary measures for protecting public health, and the advances in medical science. At the same time as improvements have been made in health care, in the general standard of living, in public health protection and in medical science,^^ ominous counter forces have been at work to undo progress in raising the health status of Canadians. These counter forces constitute the dark side of economic progress. They include environmental pollution, city living, habits of indolence, the abuse of alcohol, tobacco and drugs, and eating patterns which put the pleasing of the senses above the needs of the human body.
For these environmental and behavioural threats to health, the organized care system can do little more than se rve as a catchment net for the victims. Physicians, surgeons, nurses and hospitals together spend much of their time in treating ills caused by adverse environmental factors and behavioural risks. It is evident now that future improvements in the environment, reductions in self-imposed risks, and a greater knowledge of human biology are necessary if more Canadians are to live a full, happy, long illness-free life.
While it is easy to convince a person in pain to see a physician, it is not easy to get someone not in pain to moderate insidious habits in the interest of future well-being. Nor is it easy to make environmental changes which cause social inconvenience when the benefits of those changes fall unevenly on the population and are only apparent over the long term. The view that Canadians have the right "to choose their own poison" is one that is strongly held.
It is therefore necessary for Canadians themselves to be concerned with the gravity of environmental and behavioural risks before any real progress can be made. There are encouraging signs that this concern is growing; public interest in preserving a healthy environment, in better nutrition and in increasing physical recreation have never been higher.
The government of Canada now intends to give human biology, the environment and lifestyle as much attention as it has to the financing of health care organization so that all four avenues to improved health are pursued with equal vigour. Its goal will continue to be not only to add years to our life but life to our years, so that all can enjoy the opportunities offered by increased economic and social justice.
In preparing this working paper, the government of Canada has been fully aware that its concern for the well-being of Canadians is shared by provincial and municipal governments. It is also aware that the provision of personal health se rv ices to the general public is a matter of provincial jurisdiction. At the same time there are national health problems which know no provincial boundaries and which arise from causes imbedded in the social fabric of the nation as a whole. These problems cannot be solved solely by providing health services but rather must be attacked by offering the Canadian people protection, information and services through which they themselves become partners with the health professionals in the preservation and enhancement of their vitality.
As in the recent Working Paper on Social Security in Canada, we have examined all aspects of a major subject without regard to jurisdiction. Only through such an examination can the problems and their causes be understood, and legitimate federal responses be ascertained. As a result of our examination we have developed a conceptual framework of the health field, which was outlined in a speech I gave at the Pan American Health Organization Conference in Ottawa on September 10, 1973. The concept has been endorsed by the provincial Ministers of Health, who met in Ottawa on February 13 & 14, 1974 . This Federal-Provincial unanimity of approach offers great opportunities for raising the level of health of Canadians.
The purpose of this working paper, as its title suggests is to unfold a new prospective on the health of Canadians and to thereby stimulate interest in discussion on the future health programmes for Canada". Marc Lalonde has thus established the climate we now find ourselves in.
Our profession has long been associated with traditional services in hospitals, institutions and homes for special care. In these settings we have felt secure, being expected to perform a se rvice, even though other professionals were not always sure what we did! In the past if there was an unfilled need in the hospital, we the occupational therapists, with adaptive skill and determination filled that need for it was in the best interest of the patients. Who else was there to organize a programme especially designed to relieve the boredom and the introspection of the long term patient? Who else was there to arrange groups and outings for those patients who required socialization? We have also over the years developed skills in adapting equipment to fit the special requirements of the handicapped. We plan and manufacture splints which are gaining increased acknowledgement from the medical profession, and the patients who use them.
All these contributions to the welfare of the patients have gained increased recognition of the se rvices we have to offer. Now with the changing emphasis in the delivery of health care and the manpower shortage in our profession we are being faced with the fact that we have little or no time to further develop our many talents, because in these traditional settings we are still expected to provide all the services we did in the past which were undertaken because "there was no one else to do them". We are also, in many settings, being confronted by an increasing number of strangers who are claiming equal skills to ours, and in some instances have had to relinquish our established "territorial rights" to others.
Are we still comfortable that all the services we are providing today are a challenge to our professional talents or would we agree that some of these services could be provided equally well by less highly qualified staff, and in more suitable surroundings than the occupational therapy department? I am convinced that there are many important things we should be doing if only we had more time and space.
How can we meet the many challenges in the light of the new discoveries being presented to us almost daily if we do not give ourselves "time to think"?
It has been estimated that about half the burden of illness is psychological in origin and that this proportion is growing. An indication of the seriousness of the problem can be seen from the following facts: --one third of all hospital beds and hospital days are for mental care patients. -three out of 1,000 Canadians are hospitalized in psychiatric institutions at any given time. between 5% and 10% of school children suffer from mental or learning disorders. -there is a significant increase in alcoholism and in drug addiction, homicide and suicide, crime, anxiety neuroses and depressive psychoses.') With all these tragedies one wonders if we are living in a jungle and if Darwin's theory that we descended from the apes is true! Are you familiar with a little poem called "Man Disowned" which refutes this theory?
Three Monkeys sat in a coconut tree Discussing things as they're said to be, Said one to the other, "Now listen you two There's a certain rumor that can't be true: That man descended from our noble race, The very idea is a disgrace. "No monkey ever deserted his wife Starved her babies, and ruined her life: And you've never known a mother monk To leave her babies with others to bunk, 92 Or pass them on from one to the other Till they scarcely know who is their mother, "And another thing you'll never see: A monk build a fence around a coconut tree And let the coconuts go to waste Forbidding all other monks to taste, Why, if I put a fence around a tree Starvation will force you to steal from me.
Here's another thing a monk won't do: Go out at night and get one a stew Or use a gun or club or knife To take some other monkey's life. Yes, man descended, the ornery cuss; But, brother, he didn't descend from us."
Now, to return to the health system. If government is, at least in part, a mirror of the people's collective will, then the people collectively must accept the blame for any cause of sickness arising from the deterioration that has taken place in the environment.'' Finally there is the paradox of everyone agreeing to the importance of research and prevention, yet continuing to increase disproportionally the amount of money spent on treating existing illness. Public demand for treatment services assures these services of financial resources. No such public demand exists for research and the preventative measures. As a consequence, resources allocated for research, teaching and prevention are generally insufficient.
It would appear that steps need to be taken to reconcile the foregoing, and other conflicting goals and principles, while retaining all that is necessary to properly reward health manpower, control costs and ensure accessability to quality se rvice. In some hospitals we are finding an increased demand for our services, but experiencing difficulty in obtaining additional staff to develop these services, partly because of fiscal restraints imposed by the escalating cost of health care, and partly because occupational therapists are hard to find, yet we appear unwilling to relinquish some of the services we have supplied in the past. What do patients, nurses, physicians and the hospital administration expect of us?
It is great to be told that people expect much of us. Undoubtedly, the ego is flattered and comfort gleaned from the knowledge that we are important to those above, below, and around us.
Be that as it may the practical people in our profession have on occasion wondered how it is possible for us to meet all these expectations.
Practical people are accused of being dull and unimaginative, but whatever would we do without them? They are the people who know that intangibles very often become realities. These are the people who, when hearing theories and idealisms being enthusically spouted, plant their feet firmly on the ground and concern themselves with the practicalities of the theories and the idealisms, and worry about their application in the down to earth realistic setting.
These, "the practical people" look at all the expectations, see them as they are and not only question "why" but "how".
Today's approach to patient management is laying increased emphasis on the use of multi-disciplinary teams. Are we gradually submerging our particular AUTUMN/AUTOMNE 1975 talents in this multi-milieu approach, to better fit in with those of other disciplines because we find our profession so hard to explain?
Jerry Johnston, President of the American Association of Occupational Therapists in an address to the Delegate Assembly of that Association in October 1974, said that earlier in the same year a task force had been appointed to analyse and organize membership input with a goal to preparing a priority ranking of objectives and projects. As a member of that task force she had visions that the package would be wrapped up by that October meeting. She said, "My dream was shattered. A sense of reality about occupational therapy, its status in today's world, and about us as occupational therapists came into full view. I saw us as a group of dedicated people, but also as a profession of minimal prestige as viewed by other professions, patients and the public.
Occupational therapists, according to the study published in a national newspaper syndicate in October, listed us as thirty-second in prestige value among fortyone health professionals. We are a profession which has not until recently actively sought reimbursement for se rvices. The very fact that we do not provide reimbursable services conveys a subtle connotation to others of our relative unimportance as a health care provider. We are a profession that has avoided moving into the public arena to identify, to define and to protect the very service in which we believe. We are a profession whose members have shown little interest or inclination to move into influential positions, to accept responsibility beyond that required for patient care or to deal with power". She continues, "I believe we are at a crisis point that involves the survival of occupational therapy as a viable profession, that if we do not make decisions quickly and decisively and begin to chart a more aggressive course of action, then we will not be able to maintain our status quo"! Do we, in Canada, find ourselves in a parallel position? As far as I am aware no one has tried to find out where we rank in professional prestige, certainly in the past we, as a new and struggling profession tried to establish our identity. Now in our maturity we are showing confidence but are slow in moving "into the public arena to identify, to define and to protect the very se rv ice we believe in".
While taking heed of this, we in this country, young as we are, can, I believe take a more positive view. The following is an anonymous philosophy which fits this belief:
The defeatist stands and looks at his feet. The pessimist refuses to believe a mountain could hide anything to justify the climb to the top. The optimist carefully watches his steps as he climbs the mountain and tries to imagine what is beyond.
We like many other professionals are being challenged as to the validity of our service. I believe that we have no alternative but to immediately start setting viable objectives, and to be able to substantiate them.
We will continue to give a highly professional se rvice in many of the traditional settings; we will develop more effective ways of helping persons bridge the gap between hospital or institution and the community.
While researching material for this paper I became aware of several projects and programmes which are taking place here in Ontario that I feel will help to demonstrate how we, "the practical people" tackle new fields outside and within the traditional medical model. Time will allow only a brief outline of some of the things which are being done, and I would like to thank the therapists who supplied me with the information.
Mental Health Field
Almost two years ago therapists working in the Occupational Therapy Department of Psychiatry at the Ottawa Civic Hospital experienced considerable pressure to provide a large scale recreation programme for in-patients. You must all know the kind of programme we are talking about!
The average stay is about 20 days for the management of acute symptoms and the therapists felt that the benefits of such a programme were questionable. It seemed unlikely that the participant would have energy for "slim and trim" after dealing with crisis of family, job or finances. Donna Campbell, one of the therapists discussing the subject says, "Rather it would seem wiser to invest staff energy into a programme which could carry over into the less acute stages of illness and hopefully achieve long-term benefits contributing to a healthier life style."
Projective Alternative is by definition, a therapeutic Social Group; a new look at an old idea. Today when occupational therapists are looking beyond hospital walls it stands as an example of community participation.
Specifically, Project Alternative, is a joint project of the Occupational Therapy Department of the Ottawa Civic Hospital and the Special Needs' section of the Ottawa Young Mens and Young Womens Christian Association. It was designed to facilitate social rehabilitation with a group of frightened, inadequate women, many with a history of multiple hospital admissions for depression, and an inability to initiate regular community involvement. It was staffed through the "Y's" Special Needs' Section and Physical Education Department who provided facilities and equipment and personnel from amongst its more qualified staff.
The Ottawa Civic Hospital provided one occupational therapist, Donna Campbell, with responsibilities for screening referrals, maintaining liaison with the physician and other treatment staff, and often the families, with the added responsibility for encouraging members to attend, which often entailed hours in person to person contact and on the telephone, and other equally time consuming activities.
The Ottawa Civic Hospital Auxiliary provides a grant to offset some of the operational costs and contributes toward subsidation of transportation and other personal expenses of the participants, when it is considered necessary for their treatment, as so often lack of funds is an easy excuse for non-participation, although this might not be the real reason.
Also involved in the programme are volunteers from both the Hospital Auxiliary and from the Y, who assisted in providing a greater diversity to the programme. It is thought that in future, volunteer staffing of this project will be important if the programme is to expend, yet maintain attention to detail and close inter-personal contact.
Project Alternative -What is it? It is described as a "Fancy name for a therapeutic social group which uses activities, a social setting and community resources to achieve social rehabilitation." The Alternative in the name stands for a less impoverished, empty existence. What makes Project Alternative so unusual? It works! It has been operating for almost two years with considerable success, where many similar programmes have lost steam after the initial excitement of a new programme has subsided. It has been a joint effort of a hospital and a community agency and Donna says that she doubts if either could have succeeded on their own.
The goals have been small -to allow participants to have a positive experience, to reduce anxiety and increase self-confidence. To ensure this, the process involved in the programme was carefully examined, and each member was assisted over hurdles as they arose. It was seen that often what might seem of minimal importance to most of us can pose an insurmountable obstacle to many of the patients and lead to failure to become involved outside the home and family, sich as bus routes and schedules to decipher, large imposing buildings, registration, unfamiliar faces, cafeteria confusion, locker control, foreboding stairways, not to mention the interpersonal contact for group participation.
The group, twelve to fifteen people, meets at the Ottawa Y.M. -Y.W.C.A. at 11:30am on Wednesdays, and the programme is organized in ten-week periods. But members do not have to start at the beginning of the ten weeks or leave at the end of that time.
The Hospital Field
In the Hospital for Sick Children in Toronto a very unusual intervention programme has been started by Sarah Blacha for the "High Risk Babies", where she has developed stimulation courses for tactile, auditory, vestibular and oral senses. She adapts nipples and soothers for her tiny patients to ensure that they get their food properly, and she runs a parents' class to help them handle their very small children, many of which have multiple problems. You will be able to hear all about this programme on Friday morning for Sarah is one of the Conference speakers on that day.
In the University Hospital, London, Ontario, occupational therapists concern themselves with patients on "Night Dialysis" and discuss the problems of their employment during the day and advise on work modification.
There is also a therapist on the occupational therapy staff of that hospital who is on twenty-four hour call to the Emergency Department because only she can apply a cervical collar which immediately relieves pain! 94
The Community Field
In response to the current shift in thinking about the most effective way to deliver health care, and the need for more creative ways of meeting the diverse kinds and depths of health se rvice needs in Toronto, five registered occupational therapists formed a "Community Occupational Therapy Association" and have suggested ways of integrating occupational therapy more efficiently into the Home Care Programme and the Vocational Rehabilitation Programmes. The Director of this Association, Karen Raminsky, is also one of the Conference speakers on Friday, and you will be able to hear more about their aims and goals then.
Have you heard of an "Activation Consultant"? A year ago the Ontario Ministry of Health appointed three such consultants to their Allied Health Disciplines Branch, so I asked Elaine Baillie, one of these consultants to give me a resume of their functions within the delivery of health care system. They are, of course, Occupational Therapists! This was her response. "The seventies will enter history books as a period wherein labour troubles, political upheavals, attempts at social reform and escalating health care costs permeate the literature. It will be a period too, when occupational therapists will be able to make by virtue of the application of their skills in non-traditional ways, not only to sick or disabled persons, but to a whole process of social reform through identification of populations at risk, the prevention of disease entities, the development of specific programmes to meet the contribution to attitudinal change toward various age, disability or ethnic groups and the evaluation of the effectiveness of such measures.
Two fields receiving widespread attention at this time are those of gerontology -the study of normal aging, and geriatrics -the study of the diseases of the aged. As a result of this interest, occupational therapists are providing specific clinical and technical expertise as consultants to long term facilities including Homes for the Aged and Nursing Homes, as well as conceptual and pragmatic educational programmes in diverse settings, colleges and universities, hospitals, public forums, health councils, placement centres and so on.
The term "Activation Consultant" has been applied to three occupational therapists whose responsibilities have included the development of standards and guidelines for activation as applied to Nursing Homes in this Province. Activation has been defined as the conscious management of daily life by creating, developing or restoring an appropriate life style for the resident and thus implies that each resident be seen and accepted as an individual by the nursing home staff. In so far as possible a life style must be developed and supported which approximates as nearly as possible that of the resident prior to entry into a long term care setting.
Understandably, this is a monumental task as the aging sick are increasing rapidly in numbers and until sufficent support se rvices are developed to maintain an individual in their own home as long as possible, many are finding their way into nursing homes. AUTUMN/AUTOMNE 1975 In the main this is due to the inability to care for oneself adequately; the inability of relatives to cope any longer, or the despair, loneliness and inadequate financial resources with which to maintain oneself in the community. The goal of activation, therefore, is the prevention of withdrawal and disorientation.
The consultants' role is to demonstrate an appropriate concept of the care of the aging to large numbers of minimally trained or untrained staff presently employed in nursing homes and of programme development. Significant time and energy allotment to the exploration of attitudes of staff, relatives, community and the resident himself towards his situation rest with the occupational therapist seeking ways to promote the concept of activation in Nursing Homes, identifying conditions which lead to deterioration and providing positive practical solutions.
Mental Retardation Field
Carolle Foster, who, for the past two years, held an appointment as an occupational therapy consultant in Psychiatry and Mental Retardation with the Ontario Ministry of Health, earlier this year accepted the challenge of being the first full time occupational therapist consultant in Mental Retardation, which, in this province comes under the jurisdiction of the Community and Social Se rv ices Branch of the Government. She believes that there is a treamendous future for occupational therapists in the field of Mental Retardation; that research must be undertaken into the most effective methods of treating and training the mentally retarded, and that therapists must become a more informed body of knowledge and develop more areas of expertise, and that special attention should be given to pre-work areas and maintainence programmes, especially in the community.
Also in the field of Mental Retardation is Rae Roebuck, a therapist who, for the past two years, was working in a government institution for the mentally retarded, and was looking for a change. She discovered that the provincial government had allocated funds for the development of several pilot projects to the Metropolitan Toronto Association for the Mentally Retarded and that it had been decided by Dr. Ron Christie, President of the Association, and Mr. Lee Rullman, Executive Director, and Head of Se rv ices Programmes that one of the pilot projects would be "Home Management". She offered her services and as she puts it, "They liked me and I liked the concept of Home Management and the challenge of developing a new programme". She started to work on the project in February of this year.
The first month was primarily spent in research, gathering information from the National Institute on Mental Retardation, finding out what programmes there were in Home Management in Canada and the United States and what specific organizational and programme approaches were being used. She found that the United States used the concept of Home Management but that it was little used in Canada.
In March of this year, two students from the Home training Course at Ohio State University came to spend a two-month practicum with her, so with this additional manpower the pilot project began in earnest.
Contact was made with the teachers of four pre-school programmes, and time was spent picking from these programmes those who would benefit from Home Management. Another involvement was with the Explorers' Programme, which is a half-day programme for adults who are not involved in any other specific training programme.
With these clients the work was mainly centred around independent life skills training. A two-month period has been spent working with 15 clients, the mornings being spent in the Pre-school and Explorers' Programme and the afternoon being spent on home visits.
A letter and questionnaire on Home Management was prepared and sent to one of the parent divisions of the Association. These questionnaires are gradually coming back with very positive statements about the need for such a programme.
It is hoped that the information gathered can be used as a proposal to the government for the future funding for the programme, as the pilot project funding ends in two week's time.
Education Field
For new ventures in this field I would like to draw your attention to the two articles published in the Spring Edition of the Canadian Journal of Occupational Therapy. One, "Yes, You can Teach Clinical Skills in the Classroom" by Jean Burton and Mary Bridle; the other, "Community Placement" by Elizabeth Bell and Mary Bridle. The authors are all members of the faculty in the Occupational Therapy Division of the School of Rehabilitation Therapy, Queen's University, Kingston, Ontario.
Although the programmes and projects we have heard about are only a sample of what is being undertaken across Canada, they se rv e to demonstrate that we are broadening our horizons, and that here in Canada we do have "A Place to Stand". How will we Grow?
I am convinced that we can grow by becoming better administrators; by establishing viable standard, criteria, and setting realistic objectives from which to work, by constantly reviewing and evaluating our programmes so as to be assured that the outcome is meeting the needs of the people we hope to se rv e.
We should also be exploring areas which do not require full occupational therapy participation, but which would benefit from a consultative service by setting guidelines from which less experienced personnel could work.
In conclusion, may we return to the original theme of this Conference "A Place to Stand, A Place to Grow".
If we were to analyze place, there is only one place for us -Canada -where else?
Stand -do we stand -be in upright, stationary position or stand ready and waiting? Waiting for what?
May I suggest "Stand to"; take up a position of readiness; take up an attitude of attention; be ready to move.
Grow -develop. How will we develop? In size, height-height meaning stature! I prefer stature over size. We can grow fat and lazy, or we can grow by expansion, by keeping our Association a group of Professional therapists who will pursue their occupation with all they can muster. This is the type of Association I would like to see; if it must be small let it be responsible and not afraid. Confucius say, "Turtle makes no progress until neck is out". 
Mrs

In honour of Miss Mary Wilson
During her career years, Miss Wilson has contributed greatly to the field of Occupational Therapy not only through her employment but also through her association with the professional organizations.
Having graduated from the University of Toronto in June, 1938 as an Occupational Therapist, she began her career as charge therapist at Col. J. Cunningham in Edinburgh, Scotland. During the war years, from July 1940 to January 1944 she joined the British War Organization of the Red Cross and St. John's Ambulance Association. In January 1944, she resigned to serve in the Canadian Army Medical Core. This, she continued until June 1946 at which time she resigned her position to become Charge Therapist at Deer Lodge Hospital in Winnipeg, one of the many D.V.A. hospitals across Canada. At Deer Lodge, Miss Wilson spent the greatest part of her career years. Because of her knowledge, experience and general expertise in her chosen field she was appointed, in 1962, as Occupational Therapy Consultant for the D.V.A. hospitals across Canada. It was not until August 1974 that she retired.
After moving to Winnipeg, Miss Wilson played an active part in the Canadian Association of Occupational Therapists as a provincial representative. She filled this position from 1949 to 1951 and again during 1959-60. She was instrumental in forming the Manitoba Society for Occupational Therapists when it first originated.
Because of her expertise in her field she also acted as consultant in the planning and organization of both the Occupational Therapy Department in the Rehabilitation Hospital at Winnipeg and the School of Medical Rehabilitation at the University of Manitoba.
Between professional duties, Miss Wilson has developed an avid interest in curling and golf. Having devoted so much to her profession in the past it is now hoped that she will have time to enjoy these and other personal interests. 
Mrs. Carolle Foster
